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The Libby Zion Case RevisitedNachiket Patel, MDR esident duty hours have been a point ofdebate for many years, because fatigue wasthought to be the culprit for medical errors.
The Libby Zion case precipitated the movement to
restrict and limit work hours for residents. It’s impor-
tant to ask whether this is truly the only conclusion
that should be drawn from the case.
Libby Zion was an 18-year-old college student
admitted by a New York City hospital in 1984 with a
fever and an earache. Six hours after admission she
was dead. The care Libby received included restraints
and a narcotic (1). This treatment was administered
primarily by an emergency room resident and an
intern; an attending physician did not see Libby.
Libby’s father, New York Times journalist Sidney Zion,
requested an investigation into his daughter’s death,
and a grand jury investigation was convened.
The grand jury brought no criminal charges, but
instead indicted a medical education system that
allowed overtired, unsupervised residents and interns
to treat a seriously ill patient with only sedatives and
restraints. Among the grand jury’s recommendations
were these:
 Hospitals should staff emergency departments
with physicians who have at least 3 years of
training and who are speciﬁcally qualiﬁed to eval-
uate patients on an emergent basis.
 Junior residents and interns should be supervised
by attending physicians at all times.
 The New York Department of Health should promul-
gate regulations limiting the number of hours worked
by interns and residents in teaching hospitals (1).
In response to the grand jury recommendations,
the New York State Health Department appointed anFrom the Division of Cardiology, University of Florida College of
Medicine, Jacksonville, Florida.ad hoc advising committee—the Bell Commission—to
make speciﬁc proposals to implement the grand jury’s
recommendations. The committee received testi-
mony from representatives of several of the most
inﬂuential organizations responsible for graduate
medical education, including the American College of
Physicians and American Medical Association (2).
The majority of witnesses who testiﬁed before the
Bell Commission opposed the imposition of any
quantitative restriction on resident hours and prof-
fered several reasons for leaving the existing on-call
schedule intact. First, decision-making and execu-
tion of complex technical tasks under the duress of
extreme fatigue are the “sine qua non” of medical
practice. As F. Davidoff, MD, from the American Col-
lege of Physicians testiﬁed, “It would be unrealistic to
expect residents to absorb the realities of caring for
their equally fragile and needy patients if their
working hours were ﬁxed according to an arbitrary
schedule, however well intended” (3). Second, con-
tinuity of care requires that the same resident who
admits or operates on a patient should follow the
patient through his or her illness, meaning the resi-
dent must not relinquish the case to another physi-
cian even after 24 h. According to the testimony of J.
Albers, MD, of the American Medical Association:
“The care of my patients is enhanced when the
physician who initially evaluated them after admis-
sion to the hospital cares for them for an extended
period of time” (4). Third, the cost of hiring addi-
tional nurses, laboratory personnel, and transport
personnel would be prohibitive (5).
The Bell Commission issued its recommendations,
including the following proposal: “Individual resi-
dents who have direct patient care responsibilities in
areas other than the ED shall have a scheduled work
week which will not exceed an average of 80 h
per week over a 4-week period, and should not be
scheduled to work as a matter of course more than 24
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working time per week” (2).
In 1989, the New York State Health Department
incorporated these regulations into its hospital code.
The revised regulations recommended that: 1) resi-
dents’ work hours must not exceed 80 h/week; 2)
residents may not work more than 24 consecutive
hours; 3) there may be exceptions to the 24-h shift
rule if patient care would be compromised; 4)
scheduled rotations must be separated by 8 h off; and
5) residents must be given 1 day off per week (6).
In 1987, the Accreditation Council on Graduate
Medical Education (ACGME) appointed a task force on
resident hours and supervision to review current
educational conditions regarding resident supervi-
sion and resident work hours. The imposition of such
speciﬁc work rules had never before been a part of
ACGME’s role. They issued directives to the individ-
ual resident review committees, suggesting that the
following policies would help to achieve an appro-
priate educational environment:
 Residents should be allowed to spend, on average,
at least 1 full day out of 7 out of the hospital.
 Residents, on average, should be assigned on-call
duty in the hospital with no more frequency than
every third night.
 There should be adequate backup if sudden, un-
expected patient care causes resident fatigue that
may jeopardize patient care during or following
on-call periods (7).
Review of these recommendations implies that the
ACGME task force wanted to allow individual pro-
grams signiﬁcant freedom to determine how they
would implement the proposed recommendations.
The ACGME, therefore, charged each of the residency
review committees to outline speciﬁc standards for
each specialty, presumably using the limitations. The
ultimate impact of the efforts to reduce resident
hours nationally remains uncertain. At present, no
clear-cut standards exist for the regulation of resident
hours. Within an individual residency program, call
schedules still vary among various hospital rotations.
As a result, a key question to be addressed for
trainees is the potential for expanded liability for the
conduct of fatigued residents. Both the discrepancy
in standards across the states and among specialties,
as well as the possible delay in enforcement or
implementation of applicable proposals, may leave
resident-physicians exposed to liability.
Negligence is the failure to possess and exercise
the requisite degree of skill and knowledge in caring
for a patient (8). The standard against which thephysician’s performance is measured is established
by expert testimony on the accepted principles of
diagnosis, management, or therapy for a given med-
ical condition. Let us limit the discussion to negli-
gence in terms of resident-physician liability.
Assuming a hospital has instituted measures to limit
resident hours, can the liability be shifted to the
resident if he or she knowingly violates the work
duration limit, thereby, absolving the hospital of lia-
bility? First, ACGME’s policy to limit resident hours
and enforce the policy would be thwarted if the lia-
bility were shifted to the resident. Second, the legal
doctrine of respondent superior establishes that em-
ployers are responsible for the negligent acts of their
employees (9). However, the resident might be found
negligent for continuing to function in a sleep-
deprived state. Such malpractice claims may
continue to follow residents through their attempts to
become board certiﬁed and obtain licensure. The so-
bering prospect of bearing liability for mistakes they
make when they have exceeded the work time limits
should deter residents from ignoring such rules. The
personal and professional degradation experienced
during malpractice litigation should be another
deterrent, even if there is no personal ﬁnancial
responsibility.
The Libby Zion case led to a national crusade to
reform the workload of young doctors. Although the
exact facts can be difﬁcult to discern long after the
event, reports suggest that Libby had a history of
depression and cocaine use and that she was
admitted to the New York hospital with fever, chills,
and agitation (10). Her condition remained undiag-
nosed, but 2 young doctors gave her a painkiller,
sedative, and restraints—a plan that a senior clinician
approved over the phone.
Would a senior physician have been able to
put the pieces of the Libby Zion puzzle together?
The Libby Zion case focused on residents’ sleep
deprivation, but missed the white elephant in the
room—young, inexperienced doctors should not
be expected to make complex diagnoses. That fact
is why they are physicians in training in the
ﬁrst place. Sleep deprivation is 1 issue, but the
larger issue is the extent of focused oversight and
teaching provided in the development of young
physicians.
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